I. INTRODUCTION
Global systems of health governance were first developed to combat the spread of infectious diseases across national boundaries.
1 Infectious diseases may always be with us, but they are no longer the predominant threat to public health that they were historically, neither in developed democracies, nor in developing countries.
2 Successes in controlling and treating infectious diseases have resulted in non-communicable and chronic diseases becoming the leading causes of mortality for most of world's population. Despite increasing recognition of the global burden of chronic disease, effective steps to prevent or mitigate this burden have been scattered and limited. 3 Perceived dangers of pandemics, such as SARS, influenza, Ebola, and Zika, 4 periodically capture international attention and distract attention from more persistent threats to population health. 5 To a noticeable extent, global recommendations to prevent non-communicable and chronic diseases have followed the global public health model for containing infectious disease by targeting individual behavior or lifestyle as a primary cause of illness and a locus for intervention. 6 This Article argues that this approach is not well suited to the task. Rather, it often fails to alter the fundamental causes of behavior and also risks violating human rights. If the goal of global health governance is to improve health and human flourishing, as this Article believes it is, or should be, then more robust efforts are required to address the fundamental causes of chronic diseases; namely, policies and programs to improve the social determinants of health. 7 The need for such efforts can be seen by viewing global health goals through the lens of human rights, which recognizes State responsibilities for protecting both public health and individual freedoms. 8 This Article begins with a brief description in Part II of how non-communicable and chronic diseases have overtaken infectious diseases as the major sources of death and disability around the world. Part III describes the social determinants of healthsocial, economic, educational, environmental, political, and cultural conditions in which people live and work-which are the fundamental causes of mortality and morbidity. Part IV argues that efforts to address social causes remain inadequate, in AMERICAN JOURNAL OF LAW & MEDICINE 286 part because they focus heavily on individual lifestyle and personal behaviors rather than the deeper fundamental causes. Part V argues that significant improvements in global population health are unlikely to materialize unless governance systems in all sectors recognize how their respective policies and activities affect the social determinants of health. Epidemics of communicable diseases, however, frequently disrupt sustained attention to fundamental causes of chronic disease, as discussed in Part VI. The Article concludes that because global health goals reflect human rights, national and international commitments to respect, protect, and fulfill human rights also have the potential to improve global health. Explicit recognition of human rights can help refocus attention on fundamental causes of health and protect individuals from unnecessary harm.
II. THE BURDEN OF DISEASE GLOBALLY AND IN THE UNITED STATES
Chronic diseases have surpassed communicable diseases as the leading causes of death, not only in high-income countries, but also around the world. 9 Global Health Observatory data for 2012, shown in Table 1 , report that the leading causes of death globally were ischemic heart disease, stroke, chronic obstructive pulmonary disease and lower respiratory infections. 10 Chronic and non-communicable diseases accounted for an estimated thirty-eight million (about sixty-eight percent) of the total fifty-six million deaths worldwide in 2012. 11 This represents an increase in the proportion of deaths attributable to chronic diseases since 2005, when the World Health Organization (WHO) estimated that thirty-five million (sixty percent) of the fifty-eight million deaths from all causes around the world resulted from chronic diseases. 12 That was "double the number of deaths from all infectious diseases (including HIV/AIDS, tuberculosis and malaria), maternal and perinatal conditions, and nutritional deficiencies combined." 13 This trend is likely to continue, even if the estimates are based on highly imperfect data. WHO projects that deaths from chronic diseases may increase to fifty-two million by 2030. In 2012, the top three causes of death in low-income countries were lower respiratory infections, HIV/AIDS, and diarrheal diseases. 16 In the rest of the world, however, heart disease and stroke were the top two causes.
17 About seventy-five percent of deaths from chronic diseases were in low-middle income countries, affecting men and women about equally.
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In one sense, the rising proportion of deaths from chronic diseases might be good news. The data suggest that as countries improve their economies, deaths from infectious diseases may decline. 19 This could also indicate that people are living long enough to acquire a non-communicable disease. Life expectancy is increasing, 20 and scientific advances have converted some formerly fatal infectious diseases, like HIV, into manageable chronic conditions, at least for more affluent populations. 21 But, in some circumstances, a quick death from a heart attack or stroke may be preferable to years of pain or inability to function. 22 Chronic diseases often come with disabilities that make life difficult, undermining the value of longevity. 23 About one billion people-fifteen percent of the world population-have disabilities from a variety of 15 22 WHO GHO, supra note 10 (Ischemic heart disease and stroke accounted for 3 in 10 deaths in 2012). But see DANIEL CALLAHAN, THE ROOTS OF BIOETHICS: HEALTH, PROGRESS, TECHNOLOGY, DEATH 76 (2012) ("With chronic disease you will most likely have a much longer life, but spend a significant portion of your old age in poor health, inexorably declining. Is that a good bargain? Most of us seem to think so. We prefer to die old rather than young . . . and to take our chances with chronic disease.") (discussing increased health care costs with chronic diseases). 23 causes, including health conditions, injuries, and genetics. 24 Between 110 and 190 million people over fifteen years of age have difficulty functioning, especially those with chronic diseases, and this number is expected to grow. 25 Moreover, disabilities affect family members, who often experience stress as well as loss of income. 26 Rapid aging of the population, currently increasing at 3.26% per year, will intensify these problems and likely dampen economic growth. 27 Europe currently has the largest percentage of elderly at twenty-four percent of the population, and it is estimated that by 2050, about one quarter of the populations in all areas of the world except Africa will be age sixty or older.
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All this is to suggest, as international organizations and commentators recognize, that efforts to improve global health should pay more attention to the causes of chronic conditions. 29 The global burden of disease has not only shifted from communicable to chronic, but population health concerns have also shifted from premature deaths to increased years of life lived with disabilities. 30 Because chronic diseases both cause poverty and stifle economic development, which in turn cause illness, disability, and death, improving health can create a positive feedback loop with improving economic development.
31

III. FUNDAMENTAL CAUSES OF DISEASE
What causes all this illness, injury and disability? In the field of global health and public health generally, there is widespread recognition of the social determinants of health-the social, economic, educational, environmental, political and cultural conditions that influence the health of populations. 32 lifestyle; and healthcare organization. 33 The 1978 Declaration of Alma Ata stated, "Governments have a responsibility for the health of their people, which can be fulfilled only by the provision of adequate health and social measures." 34 In the decades since, countries have paid increasing attention to healthcare services emphasized by Alma Ata, including primary care. 35 But healthcare services alone cannot remove all the causes of disease or injury. Both the Millennial Development Goals and the more recent Sustainable Development Goals call for action on a variety of social determinants of health. 36 The United Nations Conference on Sustainable Development, known as Rio+20, concluded that "health is a precondition for and an outcome and indicator of all three [economic, social, and environmental] dimensions of sustainable development." 37 The literature has also fleshed out elements in the social, economic, and physical environment, including political inequality, that affect population health outcomes.
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These social and environmental systems and policies have been called fundamental determinants of health and illness because they define the opportunities and obstacles facing individuals. 39 These fundamental causes are also sometimes called distal or upstream drivers because they can filter through multiple pathways to expose people to health risks, influence behavior, affect access to care, and ultimately result in particular health outcomes. 40 Importantly, the complex, iterative processes whereby these causes interact can mitigate or enhance their effects. Examples are legion. Wealth enables a good education, which in turn facilitates well-paying employment and well-constructed housing in a safe community, free from pollutants, with access to good nutrition. 41 In contrast, young children living in poverty may be exposed to poor nutrition, violence, or toxic substances, such as lead, risking brain damage that impedes their development and educational opportunities. 42 43 Access to water can influence opportunities for education and income, which affect health status. 44 Urbanization may destabilize the accessibility and affordability of necessaries, such as clean water, adequate housing, safe food and employment. 45 Current estimates suggest that by 2050, sixty-six percent of the world's population is expected to be urban, with Africa and Asia urbanizing at faster rates than other regions. 46 Discrimination on the basis of race, color, religion, sex or gender circumscribes opportunities for targeted populations in education, employment and housing, which undermines health; and discriminatory practices in the healthcare system can hinder access to the treatment that is needed as a result. 47 Political equality and education for women and girls is linked to improved population health and economic growth. 48 And poverty, possibly the most significant contributor to health disparities, is intertwined in complex ways with most of these other factors. Attempts to express these relationships visually can be challenging. For example, Dahlgren and Whitehead's depiction in Figure 1 above, which has been widely adopted and adapted, flattens the factors into spatial levels suggesting separate spheres. Nancy Krieger points out that categorizing health risk factors as distal/upstream and proximal/intermediate/downstream fails to capture the dynamic interaction among these factors. 52 It is true that such labels can imply uni-directional pathways, instead of the looping, iterative processes in which factors interact. Moreover, categorizing social and economic factors as distal suggests that they are far removed in time from, and therefore have less causal influence on, health outcomes than proximal factors. The reverse is sometimes true. Laws and policies that appear on the distal end of the visual spectrum can directly affect individuals in ways that prejudice their health. For example, laws governing conditions of employment can directly affect worker health, and policies governing health insurance coverage may directly affect access to necessary care. 53 The introduction of unaffordable fees for privatized water systems can make it impossible for poor families to have enough water for drinking, much less sanitation and hygiene. 54 And policy failures, such as Flint, Michigan's decision to change its water supply, can cause contamination and illness in the population served.
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Determining how to define health status can further complicate the picture. A person's health is rarely the dichotomous presence or absence of disease. 56 One's health status changes from time to time during one's life. Thus, the concept of health itself is evolving to include formulations such as well-being throughout the life course or the "ability to adapt and self manage." 57 This more flexible concept of health as well-being fits nicely with evaluations of chronic diseases and conditions, since some people are better positioned to adapt successfully to particular disabilities than others. Those with sufficient income, education, access to healthcare, and social support systems are more likely to function well with disabilities than those without these advantages. Thus, successful adaptation is likely to depend on social determinants of health; that is, the social, economic, political, and cultural systems, policies, and laws that make these advantages available. health enables researchers to identify the cumulative and interactive effects of these influences on health. 58 Many factors that contribute to the relative rise in chronic diseases, as well as the persistence of many infectious diseases, have social and economic origins. 59 Perhaps most influential is poverty.
60 Low-income populations, especially the urban poor, live in the unhealthiest environmental conditions. 61 The United States recession worsened the plight of the urban poor with the loss of job opportunities. 62 The World Bank and the International Monetary Fund's insistence on "austerity" measures exacerbated unemployment in other developed countries with national debt and created multiple stresses on the populations affected. In undeveloped nations, migration out of war zones, like Syria, compounded so-called economic migration from one country to another. 63 In addition, trade policies may also affect health. For example, the reduction in trade barriers encouraged by the General Agreement on Trade and Tariffs 64 allowed relaxation of laws governing the quality of health services and the environment, as well as trade in firearms, alcohol, and tobacco. 65 Programs intended to address critical national problems in low-income countries are sometimes squeezed out by donor-driven policies that target specific diseases.
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Even well-meaning donors and NGOs with a specific disease agenda-for HIV, 58 tuberculosis, or malaria-can disrupt national and local priorities. 67 There is concern that such aid encourages governments to reduce their own spending for programs in the areas that donors support, because aid funds are fungible. 68 However, empirical studies have reported mixed effects in low and middle-income countries. These results are partly due to study design, but also reflect the variation in each country's baseline resources and its level of commitment to specific programs. 69 
IV. FUNDAMENTAL CAUSES AND LIFESTYLE INTERVENTIONS
Despite widespread recognition and promotion of the social determinants of health, the influence of lifestyle has emerged as the most salient target of policy interventions, especially those aimed at chronic and non-communicable diseases.
70
Recommendations to change behavior, however, have limited potential to improve health, because they fail to address the fundamental causes of disease.
To be sure, there is ample evidence that certain behaviors, especially tobacco use, pose significant risks to health at the population level. 71 The term "lifestyle" is often used to describe these behaviors. 72 Indeed, multiple sources, including a United Nations magazine article, characterize chronic diseases as "lifestyle diseases." 73 The majority of specific recommendations to improve population health seek to change individual behavior rather than the social or economic environment. 74 76 WHO GLOBAL STATUS REPORT, supra note 9, at ix (listing, among the nine goals, reducing harmful use of alcohol, insufficient physical activity, salt intake, and tobacco use as well as increasing drug therapy and counselling to prevent heart attacks and stroke). 77 stops at the level of individual behavior fails to reach back to deeper, fundamental causes that could equally be characterized as the "actual causes." Second, the concept of lifestyle implies personal agency and free choice, while also assuming that individuals can always control their own health. This type of logic can lead people to characterize others who are overweight or have chronic conditions as lazy, selfindulgent, or ignorant. 83 Some companies even use the idea of personal responsibility as a reason to blame consumers for their health status, perhaps to deflect attention from industrial and commercial sources of health risks. 84 In reality, however, the ability to practice "good" or healthy behavior is not equally distributed across populations for reasons ranging from economic policies to racial discrimination. 85 The social and economic environment can constrict or expand opportunities and thereby strongly sway behavior, rendering exposure to particular health risks all but inevitable. 86 Thus, 83 See, e.g., M. Gregg Bloche, Obesity and the Struggle Within Ourselves, 93 GEO. L.J. 1335, 1354 (2005) (arguing for shaming obese people as "a burden to others (medically and financially) and a sign of self-indulgence"); Daniel Callahan, Obesity: Chasing an Elusive Epidemic, 43 HASTINGS CTR. REP. 34, 37 (2014) (advocating "strong social pressure" to convince the public that "excessive weight and outright obesity are not socially acceptable any longer"). For works suggesting that weight is a moral issue, see AGAINST HEALTH: HOW HEALTH BECAME THE NEW MORALITY 1-2 (Jonathan M. Metzl & Anna Kirkland eds., 2010) (arguing that "'health' is a term replete with value judgments," including the notion that "when we encounter someone whose body size we deem excessive and reflexively say, 'obesity is bad for your health,' . . . what we mean is not that this person might have some medical problem, but that they are lazy or weak of will"); LYNNE GERBER, SEEKING THE 85 See generally NORMAN DANIELS ET AL., IS INEQUALITY BAD FOR OUR HEALTH? 3 (2000) (noting that "the more affluent and better-educated members of a society tend to live longer and healthier lives," and that "countries with a greater degree of socioeconomic inequality show greater inequality in health status"); KEVIN LANG, POVERTY AND DISCRIMINATION 348 (2007) (observing that the differences in medical treatment that "blacks and whites receive . . . in treatment for similar conditions are sufficiently large to contribute to higher death rates among blacks."); MARMOT, THE HEALTH GAP, supra note 60. 86 See, e.g., Nancy E. it cannot be assumed that everyone is able to eat well, exercise adequately, lose weight, and avoid addictive tobacco, drugs, and alcohol.
Third, changing behavior is notoriously difficult, even for those who are motivated to so. 87 It is especially hard when the fundamental causes-circumstances constraining opportunity-remain unaltered. Costly efforts are required to initiate and maintain change. 88 Fourth, it is difficult to predict which individuals who exhibit particular behaviors will get a disease. Epidemiological studies that find associations between specific behaviors and diseases in a population do not purport to identify which individuals in that population will actually get the disease. 89 Thus, public policies addressed to an entire population will necessarily include expenditures and interventions, sometimes with adverse consequences, for people who are not actually at risk of disease.
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In the absence of major policy changes in the social, economic and political environment, exhortations to change behavior alone are not likely to achieve the desired goals. 91 For example, changing one person's diet has no effect on population health outcomes. 92 Changing an entire population's diet is virtually impossible without major structural changes in the economic and social environment that determines what kind of food is produced, how it is distributed, and at what prices. Thus, improving population health, reducing chronic diseases, and increasing well-being will require addressing fundamental causes.
Effective action to address fundamental causes-the structural elements of the social determinants spectrum-is challenging.
93 It requires knowledge of and "education does affect smoking decisions: educated individuals are less likely to smoke, and among those who initiated smoking, they are more likely to have stopped."). 87 See MICHAEL SIEGEL & LYNNE DONER LOTENBERG, MARKETING PUBLIC HEALTH: STRATEGIES TO PROMOTE SOCIAL CHANGE ix (2d ed. 2007) (noting instances "where people tend to know what they should be doing to improve their health and are motivated to do so but aren't following through," including the fact that "while 58% [of adults] want to lose weight, only 27% are seriously trying to do so"). 88 (2010) (noting that "BMI does not capture all the variation in health outcomes related to excess adipose tissue," because "body composition and distribution of fat can be highly variable, even between individuals with the same BMI"). 93 See generally DEBORAH STONE, POLICY PARADOX: THE ART OF POLITICAL DECISION-MAKING 259 (Rev. ed., 1997) ("Policy is more like an endless game of Monopoly than a bike repair. Hence the common complaint that policies never seem to solve anything."). engagement with the multiple public governance structures and private policies in nonhealth sectors that influence health, such as agriculture, consumer protection, education, energy, environment, housing, insurance, labor, taxation, transportation, and zoning. This type of cross-sector awareness and collaboration has been strongly encouraged in international resolutions and recommendations. 94 The Health in All Policies ("HiAP") movement attempts to capture this approach. 95 HiAP seeks to identify the effects of public policies on social determinants and ultimately on health outcomes, encourages attention to health effects by policy makers in all sectors, and promotes policies in all sectors that affirmatively improve health. 96 Despite encouraging examples, however, implementation of non-health sector policies that improve health remains scattered and slow. 97 If major improvements in population health require attention to the fundamental causes of health, why does so much attention remain on individual behavior? At least two possible reasons are of interest. First is the difficulty of changing political and economic structures compared with the ease of passing laws targeting individual behaviors. This is discussed in the next Part, together with a recommendation for encouraging positive action. Second, epidemics periodically demand immediate action, shifting attention away from fundamental causes and back to traditional programs of self-protection. As discussed in Part VI, these measures tend to target individuals as potential vectors of disease, typically using measures of control, rather than prevention at the source.
V. FROM INDIVIDUAL HEALTH TO THE FUNDAMENTAL CAUSES OF HEALTH AND EQUITY
A. A HUMAN RIGHTS APPROACH
If the goal of a health system is to improve the health and well-being of everyone in the population, the system of governance-whether national or global-must address the fundamental causes of health, illness, and disability. 98 This means identifying and changing policies, practices, and conditions that constitute fundamental causes. Social determinants are recognized as fundamental drivers of health; so it is not for lack of knowledge that the majority of health recommendations focus on individual behaviors and lifestyle. 99 Rather, changing social and economic policies and laws is essentially a political endeavor. 100 Most of the major advances in population health have resulted from social movements that produced key policy changes. 101 Yet, as Lawrence Brown has written, "The public health community seldom acknowledges that its work is pervasively political." 102 Political action seems most possible when John Kingdon's "three streams" converge: the problem stream, the policy stream, and the political stream. 103 First, a problem must be recognized; but identifying the problem is not enough. 104 A feasible policy solution must be found and cogently explained. 105 Finally, there should be a political window of opportunity during which policymakers are receptive to making change.
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In the current environment, the political stream probably represents the most difficult obstacle to overcome. But, there is little point in tackling the politics until both the problem and an effective policy response have been accurately identified.
107
For example, if one defines the problem as lack of treatment, the policy response might be increased funding for medical care, providers, or research. If the problem is viewed in terms of human suffering, then the solution would be to prevent the disease by eliminating or at least reducing its causes.
When solving problems calls for eliminating or reducing their causes, recognition of the fundamental causes is essential, but few politicians are eager to challenge the powerful interests behind those fundamental causes. Moreover, when countries are faced with the challenges of responding to global migration, terrorism, and war, it should be no surprise that policymakers focus on immediate crises, rather than determinants of health. Even during crises like the Ebola pandemic, policymakers operating in economically stressed countries have found it easier to adopt laws that target individual behavior than to generate the revenues needed for necessary infrastructure and services to address the fundamental causes.
108 For example, forbidding those suspected of Ebola infection from entering the country is simpler and cheaper than creating the economic and social conditions that would eliminate Ebola at its source. While these may be reasons for the limited success of major policy initiatives, they do not necessarily justify these actions.
A human rights perspective offers a useful conceptual framework for analyzing global health problems and solutions, because it draws attention to the role of the fundamental determinants of health. The Universal Declaration of Human Rights ("UDHR") sets forth international norms that most countries accept at least as aspirational goals. 109 The International Bill of Rights, consisting of the UDHR and its more specific Covenants, the International Covenant on Civil and Political Rights ("ICCPR"), 110 and the International Covenant on Economic, Social and Cultural Rights ("ICESCR"), 111 provides a comprehensive list of governmental obligations to their populations.
States have three duties to protect all human rights: (1) to respect individual rights and personal freedoms; (2) to protect people from violations of their human rights by external sources or third parties; and (3) to fulfill the needs of the population. Programme of Action and the subsequent creation of the United Nations Office of the High Commissioner for Human Rights. 113 In the field of global health and human rights, the right to health receives the most attention. 114 Article 25(1) of the UDHR states:
Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control. 115 The right to health is also included in Article 12 of the International Covenant on Economic, Social and Cultural Rights. 116 The most authoritative interpretation of the right to health is Comment 14, issued by the Committee on Economic, Social and Cultural Rights. 117 The right to health "contains both freedoms and entitlements."
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States must provide the conditions, care, and protection necessary to protect the health of everyone in their populations, to the extent feasible. 119 In other words, States must pay attention the fundamental causes of health and disease.
Thus, if States seek to protect the health of their populations, they should not only keep communicable diseases from spreading, but they should also arrange to provide necessary medical and social services, and adopt policies that protect the population from the fundamental causes of illness and injury. 120 In doing so, however, they must also respect individual rights and refrain from implementing policies and laws that providing more money to the poor; rather, he argues for political empowerment.
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This depends substantially on respecting human rights, 132 and suggests that attention to the human right to health is growing. 133 There is also concern, however, that a singular dedication to the right to health could permit the violation of other human rights. 134 For example, a legislature eager to be seen as taking positive action to protect the population from an epidemic may enact onerous laws authorizing detention or forced treatment without due process. 135 Governor Chris Christie's order to hold Kaci Hickox in a makeshift quarantine tent upon her return from Sierra Leone is an example. 136 Nurse Hickox undoubtedly knew more about the risk of Ebola infection than the Governor and instituted an action for violation of her rights under the Fourth and Fourteenth Amendments of the Constitution, as well as claims for false imprisonment and invasion of privacy. 137 Unlike many persons who have been subjected to such treatment historically, Nurse Hickox was an educated, professional, white woman with access to the legal system and therefore in a position to challenge her detention. 138 Similar actions too often deprive people, who do not have these advantages, of their human rights, while simultaneously failing to protect the general population's health.
The International Health Regulations ("IHR") similarly warn against a singular focus on disease control: "The implementation of these Regulations shall be with full respect for the dignity, human rights and fundamental freedoms of persons."
139 Article 23 (2) of the 2005 IHR forbids compelled medical examinations, vaccinations, prophylaxis and health measures on travelers "without their express informed consent or that of their parents or guardians." 140 Reacting to an epidemic by compelling such measures may violate human rights without reducing the spread of infection.
A different example of the dangers of a single focus on disease control is the growing adoption of health promotion or wellness programs, especially in the United States. 141 Such programs tend to target the individual behaviors that have been emphasized as key causes of chronic disease, especially smoking and obesity. 142 These programs have been criticized as encouraging discrimination against the disadvantaged and disabled by restricting public benefits or imposing extra costs on workers to obtain private, employer-sponsored health insurance. 143 As noted in Part IV, these individual behaviors may be rooted in more fundamental causes of illness. 144 Thus, while efforts to change behavior may benefit some motivated individuals, they are unlikely to significantly affect population outcomes. 145 Taking human rights seriously helps to avoid these problems. As these few examples demonstrate, many health promotion programs could violate the human rights to dignity, non-discrimination, privacy, and equality. 146 Article 15 of the Convention on the Rights of Persons with Disabilities also upholds the right of persons with disabilities to the highest standard of health care, without discrimination, yet few health promotion programs provide needed assistance to persons with disabilities. 147 Ensuring that both States and private sector actors actually protect human rights would channel efforts governing health promotion into fairer and more effective policies. Even if policymakers consider only the human right to health, they should remember that in protecting and fulfilling the right to health, States must also respect other human rights, including personal freedoms. 148 The duties of States to protect the right to health should underscore their obligations to protect individual rights, to take effective action to regulate third parties, such as private companies that create risks to health, and to provide supporting health and social services to protect health. 149 As United Nations Special Rapporteurs on human rights have reported, a human rights perspective can improve policymaking in general. 150 The Rio conference on sustainable development worked within a human rights framework to identify both problems and solutions:
We reaffirm the importance of the Universal Declaration of Human Rights, as well as other international instruments relating to human rights and international law. We emphasize the responsibilities of all States, in conformity with the Charter of the United Nations, to respect, protect and promote human rights and fundamental freedoms for all. While States are responsible for protecting human rights, they are no longer the only actors in global health. 152 The private sector is assuming a significant role in what might be considered global health governance. 153 Some donor aid organizations are beginning to integrate human rights protections into their programs. 154 But, not all private entities have sufficient incentives, whether financial or regulatory, to protect human rights. 155 Indeed, there are considerable incentives to shift responsibility for health to individuals. 156 Thus, States that seek to improve population health will have to take stronger steps to protect human rights by regulating the private sector entities that disregard human rights and undermine the conditions that help people stay healthy. 157 Both government and private efforts to improve global health would do well to adopt the human rights framework. By identifying the fundamental causes of disease, public and private entities are more likely to find solutions that actually enhance human flourishing. While this approach is necessarily complicated by involving multiple actors and policies in the public and private sectors, it holds greater promise than the use of behavioral interventions to spur healthier lifestyle choices.
VI. INFECTIOUS DISEASES DEMAND ATTENTION
The history of international attention to disease is largely one of trying to avoid infectious, and especially communicable, diseases. 158 For centuries, countries and communities have sought to seal their borders against penetration by communicable disease.
In today's world, national, regional, and international efforts to prevent the spread of infectious diseases have much the same goal, but increasingly call it "health security." 160 This still typically takes the form of forbidding entry to anyone suspected of harboring infection and rooting out potentially infected residents. Agencies engaged in global health programs, from USAID to the WHO, focus much of their attention on discovering and containing epidemics of infectious disease, rather than preventing them. 161 The International Health Regulations (IHR), for example, recommend a system of alerting other countries to the presence of a serious contagious disease, so that those other countries can take steps to keep infection out of their countries. 162 These efforts may prevent some of the spread of disease, but do not prevent the emergence of disease in the first place. 163 That would require addressing the fundamental causes of disease. While public health officials concentrate on protecting their country's population from infection, other sectors of the nation's economy engage in practices and encourage policies that promote the development of chronic diseases. 164 These include urbanization, migration, industrialization, poor working conditions, and war. 165 Economic growth has some measurable benefits, including rising income levels for a portion of the population. 166 But, as happened in much of the world, the population's altered circumstances have enabled a rise in noncommunicable and chronic diseases as well as injuries. 167 The growing population of urban factory workers in many countries may have traded a miserable life of poverty in rural villages, living with the threat of infectious diseases, for a miserable life of slightly higher incomes in cities, where they are at higher risk of heart disease, cancer, stroke and injuries. 168 Meanwhile, rural populations may still have little or no access to the benefits of economic development, leaving them vulnerable to endemic infections and periodic epidemics of communicable diseases. 169 The 2005 IHR broadened the definition of public health risk to include "a likelihood of an event that may affect adversely the health of human populations, with an emphasis on one which may spread internationally or may present a serious and direct danger." 170 In theory, this definition could be interpreted to include noninfectious diseases. In the post-9/11 world, however, the 2005 revision was more likely intended to cover biological weapons threats. 171 Indeed, the public health field became intertwined with national security measures, both financially and conceptually, such that public health spoke in terms of "health security." 172 Nonetheless, the issues addressed and the measures described in the IHR all concern communicable diseases and contaminants that cross national borders. 173 The IHR do not merely ignore the social and economic conditions that permit disease. Rather, the IHR is expressly intended not to interfere with the global market. Article 2 states the IHR's "purpose and scope" as follows:
The purpose and scope of these Regulations are to prevent, protect against, control and provide a public health response to the international spread of disease in ways that are commensurate with and restricted to public health risks, and which avoid unnecessary interference with international traffic and trade. 174 A test of this regime came with the re-emergence of Ebola in Guinea, Liberia and Sierra Leone. 175 The results were not encouraging. Médicins Sans Frontières (MSF), which had been treating Ebola infected patients since March 2014, warned of the growing epidemic months before WHO declared an international health emergency in August 2014. 176 The 2005 IHR does not appear to have prevented or slowed the epidemic. Nor is it likely to affect the spread of the Zika virus. 177 This should not be surprising. The IHR have no enforcement mechanism. No country is obligated to accept the IHR. 178 And those who do comply do so voluntarily, in practice. 179 Indeed, one might say that all reporting is voluntary, even when required by law. 180 Countries have multiple reasons, including fear of losing tourism and trade, for not wanting to admit that they harbor a communicable disease. And, of course, States may be loath to surrender their sovereignty to a strong global governance structure. 181 With so much attention to epidemics, public health officials, often facing limited resources, can be forgiven for neglecting chronic diseases. Yet, with little to show for their efforts, one might hope for a different approach. 182 All the attention to reporting and keeping infectious diseases outside one's borders has consequences. First, it has had limited success in containing communicable diseases. Second, it diverts attention and funding away from the large burden of non-communicable and chronic conditions. Third, it fuels xenophobic human tendencies to divide into groups of the healthy "us" versus the dangerous, unhealthy "them."
183 Fourth, it encourages communicable disease control with an emphasis on individual behavior as a model for public health action. 184 Finally, too often it distracts from the equally important, if more difficult, task of addressing the fundamental causes of health.
VII. CONCLUSION
The value of having a healthy, resilient population that can resist epidemics has been known for decades. 185 It is no less important in the absence of communicable disease threats. But, a healthy, resilient population depends on a fair governance system that can respect, protect, and fulfill human rights. Despite recognition of the social determinants of health, too many governmental recommendations still emphasize changing individual behavior without taking meaningful steps to alter the environment that produces unhealthy behavior. 186 The focus on lifestyle creates the risk of increasing health disparities and health inequity, invites violations of human rights, and, as a practical matter, is unlikely to substantially improve health at the population level.
Addressing the fundamental causes of illness and injury may appear more difficult than closing the borders to infection because achieving equity requires effective political action. 187 Yet opportunities to reduce major threats to health, to build healthy, resilient populations, and to increase equity exist everywhere: by focusing on political participation, employment, income, agriculture, nutrition, sustainable energy, and clean air, water, and shelter. 188 Viewing the challenge from the perspective of the duties to respect, protect, and fulfill human rights illuminates the opportunities for meaningful change in all sectors of governance. 189 
